Balanitis may be due to known bacterial, viral, protozoal, or fungal infection when specific treatment is usually satisfactory; it may be associated with a tight foreskin when irrigation and subsequent circumcision are indicated. Some cases have an allergic basis or may be part of Reiter's syndrome and many more are of unknown aetiology and the customary treatment with topical hydrocortisone preparations has some measure of success. In these forms it is justifiable to try a new therapeutic approach and carbenoxolone sodium was chosen because of its reported favourable effect on ulcers and erosions involving mucous membranes (Avery Jones, 1965; Hunt, 1965; Samuel, 1967) . In the present study 2 per cent. carbenoxolone gel was compared with 1 per cent. hydrocortisone cream B.P.C. in a double blind therapeutic trial.
Methods
Hydrocortisone cream and carbenoxolone gel were supplied in identical 5-g. tubes, which were randomized and numbered. Sixty patients with active balanitis were handed one of the tubes of ointment sequentially and instructed to apply it three times daily to the affected area for 7 days, after which they were to be seen again; they were told to attend earlier if the condition deteriorated.
If, after 7 days, there was no measurable improvement, known carbenoxolone gel was given and the patient was asked to report after a further 7-day treatment.
The patients were seen again after 1 month and after 3 months for a final blood test for syphilis. All Response to treatment was judged to be excellent if the balanitis cleared completely at the end of 7 days, moderate if there was marked improvement with a tendency to relapse as soon as treatment was discontinued, and none if there was no significant improvement.
Results
The results are shown in Table I After the conclusion of the double-blind trial, seven patients were seen with fresh attacks of balanitis some 1 to 9 months after the previous attack and these responded to treatment in the same way as the earlier attacks. Thus two which had initially cleared promptly with carbenoxolone gel did so again and five which showed a moderate response to either hydrocortisone or carbenoxolone reacted similarly during the later episodes. This is well illustrated by one of the cases of Reiter's syndrome with severe erosive balanoposthitis which failed to respond to local hydrocortisone but cleared rapidly with carbenoxolone. This man had two further attacks of erosive balanoposthitis which again failed to respond to topical hydrocortisone but did respond to carbenoxolone gel (Figure) .
SIDE-EFFECTS
No local or general side-effects were observed in any of the patients and in no instance did either treatment cause the balanitis to deteriorate. Carbenoxolone, like hydrocortisone, appears to have no anti-infective properties. Both have anti-inflammatory activity though carbenoxolone was shown to have only one-quarter to onethird the effect of hydrocortisone (Finney and Tarmoky, 1960) . It is therefore probable that some additional pharmacological action by carbenoxolone is at least partly responsible for the therapeutic results. Recent experimental studies on the gastric mucosa have shown that carbenoxolone induces a decreased requirement for cell replacement, allowing healing to take place by compensating for the loss of epithelium (Lipkin, 1970) . Whether a similar mechanism operates on mucous surfaces apart from the stomach has yet to be investigated. One favourable factor may lie in the formulation of the gel, which makes it adhere tenaciously to the difficult moist surface to be treated. It is concluded that carbenoxolone gel is a useful preparation in the treatment of balanitis which is not due to specific infection. 
Discussion

